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reconstructed airway and PA should be avoided to prevent further
erosive damage and recurrence of BVA by use of muscle flap inter-
position.1 Because BVFwith severe hemorrhage after lung resection
is rare, there are no guidelines concerning the adequate surgical
treatment in such an emergency situation. In the present case, com-
pletion pneumonectomy was considered inappropriate given the
cardiopulmonary reanimation and history of coronary artery dis-
ease. Therefore, we performed a segmental resection of the main
stem bronchus followed by end-to-end airway suture. The PA was
reconstructed by the interposition of a reversed SFV segment. The
2 reconstructed structures were separated by the interposition of
an intrathoracically transposed serratus anterior muscle flap. Postop-
erative angio-computed tomography imaging at 3 and 18 months
showed a patent PA reconstruction and appropriate perfusion of
the residual lobe.
Conclusions
In emergency situations, segmental defects of the PA can be rapidly
and elegantly reconstructed by interposition of an autologous re-
versed SFVwhen pericardium is not available (prior intrapericardial
resections) or synthetic substitutes are avoided because of an
increased risk of infections.
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ife-threatening impending paradoxical embolus is rare.
We describe a case that was caught ‘‘red-handed’’ and
successfully treated by a multidisciplinary team ap-
proach.
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A 47-year-old woman presented with dyspnea and syncope. Before
the presentation, she had been bed bound for 1 week after an ankle
injury. During assessment, she had signs of respiratory distress but
was hemodynamically stable. Blood analysis was unremarkable
except for a significantly increased D-dimer. She was treated
empirically with heparin for pulmonary embolism. Computed
tomographic pulmonary angiography (CTPA) of the chest revealed
extensive emboli in both main pulmonary arteries with filling de-
fects in the left and right atria (Figures E1–E3). She was transferred
to a tertiary cardiothoracic center. Echocardiography revealed a 9-
cm–long mobile mass within the right atrium traversing through
a patent foramen ovale (PFO) into the left atrium (Figure 1, A).
Whole-body computed tomography revealed an unexpected finding
of a 23 3 13 3 12-cm giant uterine fibroid compressing both iliac
veins with extensive thrombi in the right iliac and lower limb veins
(Figures E4 and E5). There was no thrombus in the left lower limb
veins. She had no history of fibroid or abdominal mass. After a mul-
tidisciplinary discussion, the patient underwent surgical embolec-
tomy of the cardiac and pulmonary emboli with closure of the
PFO. A 93 1.3-cm fresh embolus was removed from the PFO (Fig-
ures 1, B, 2, A and B, and E6). An inferior vena cava filter was then
deployed via the left femoral vein by an interventional radiologist,
followed by an ovarian-sparing hysterectomy performed by the gy-
necology team (Figures E7 and E8). She had a good postoperative
recovery and was discharged 8 days after surgery. She has remained
well for 12 months since surgery.acic and Cardiovascular Surgery c Volume 136, Number 2 527
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The first report of paradoxical embolus was a postmortem case de-
scribed by Zahn in 1881.1 He described an autopsy case that re-
vealed thrombus in the uterine veins, multiple systemic emboli,
and a branched embolus lodged in a PFO. To this day, paradoxical
embolus is usually a presumptive diagnosis based on the concom-
itant diagnosis of venous and arterial thromboses and an abnormal
connection between the venous and arterial circulations. Rarely,
a dislodged thrombus will be caught ‘‘red-handed’’ traversing
a PFO, so-called impending paradoxical embolus. In this case, it
was most likely that the thrombi in the left iliac and femoral veins
had dislodged and embolized to the heart and lung. CTPA has be-
come the preferred imaging investigation in suspected pulmonary
embolism.2,3 With the increasing resolution and processing speed
of CTPA, we may encounter impending paradoxical embolus with
increasing frequency. Because the origin of most emboli is usually
femoral or iliac venous thrombi, we thought that whole-body com-
puted tomography before surgery was useful in this case to assess
for the presence of deep vein thrombosis and to search for any
compressing pelvic or abdominal masses. This was performed
without any significant delay to the patient’s surgery. A multidis-
ciplinary discussion in this unusual case was useful and led to the
general consensus that it was important to treat both the complica-
tion and the cause in the same surgical setting by 1) removing the
life-threatening impending paradoxical embolus, 2) placing an in-
ferior vena cava filter to prevent further pulmonary embolisms,4
and 3) removing the giant fibroid to relieve the iliac venous com-
pression and prevent development of further deep venous throm-
bosis. Manipulation of the pelvic veins during removal of
a large uterine mass may promote embolization of any remaining
thrombus; therefore, it was necessary to implant the inferior vena
Figure 1. A, Echocardiography showing a 9-cm–long mass (7 cm
long in the right atrium and 2 cm long in the left atrium) traversing
through a PFO. B, Nine-centimeter–long embolus removed intact.528 The Journal of Thoracic and Cardiovascular Surgery c Aucava filter before the hysterectomy.4 A subsequent staged hysterec-
tomy after the removal of the impending paradoxical embolus was
discussed; however, this was considered an inferior option because
it would leave the patient vulnerable to further deep venous throm-
bosis and pulmonary embolisms during her recovery after the car-
diothoracic surgery, while awaiting the hysterectomy.
Conclusions
We have described a rare case of life-threatening impending para-
doxical embolus that was successfully treated by a multidisciplinary
team approach.
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Figure 2. A, Paradoxical embolus traversing through a PFO. B,
Paradoxical embolus traversing through a PFO.gust 2008
Brief CommunicationsFigure E1. CTPA of the chest showing multiple filling defects in
the pulmonary arteries secondary to multiple pulmonary emboli.The Journal of Thoracic and Cardiovascular Surgery c Volume 136, Number 2 528.e1
Brief CommunicationsFigure E2. Computed tomography showing a filling defect (arrow)
caused by the presence of a soft tissue mass within the right
atrium.528.e2 The Journal of Thoracic and Cardiovascular Surgery c August 2008
Brief CommunicationsFigure E3. Computed tomography showing a filling defect (arrow)
caused by the presence of a soft tissue mass within the left atrium.The Journal of Thoracic and Cardiovascular Surgery c Volume 136, Number 2 528.e3
Brief CommunicationsFigure E4. Computed tomography of the abdomen showing the up-
per part of a giant uterine multi-fibroid (size 23 3 13 3 12 cm).528.e4 The Journal of Thoracic and Cardiovascular Surgery c August 2008
Brief CommunicationsFigure E5. Computed tomography of the pelvis showing a giant
uterine multi-fibroid (size 233 133 12 cm) compressing both iliac
veins.The Journal of Thoracic and Cardiovascular Surgery c Volume 136, Number 2 528.e5
Brief CommunicationsFigure E6. Some of the multiple fresh pulmonary emboli removed
from bilateral pulmonary arteries. The majority of the emboli have
been removed via a disposable waste suction system.528.e6 The Journal of Thoracic and Cardiovascular Surgery c August 2008
Brief CommunicationsFigure E7. Laparotomy finding of a giant uterine multi-fibroid (size
23 3 13 3 12 cm).The Journal of Thoracic and Cardiovascular Surgery c Volume 136, Number 2 528.e7
Brief CommunicationsFigure E8. Giant uterine multi-fibroid removed by an ovarian spar-
ing hysterectomy.528.e8 The Journal of Thoracic and Cardiovascular Surgery c August 2008
